The haemorrhage is apparently the result of a cough, which also caused vomiting, but was without whoop. The child has not had whooping-cough. Spleen enlarged and easily palpable, a in. below costal margin. No bleeding or purpura elsewhere. Blood-coutnt.-Hb. 90 %; R.B.C. 4,872,000; W.B.C. 6,000. Differential: polys. 52 % ; lymphos. 44-4 % ; eosinos. 3-6 %. Blood-platelets 150,000. Traumatic Haemopneumothorax treated by Continuous Suction Drainage.-H. V. MORLOCK, M.D.
On admission.-Patient was restless and collapsed. Generalized abdominal tenderness ; surgical emphysema over the right side of the chest. Pulse 140, respirations 35.
The child was watched carefully during the day; on account of an increasing pulse-rate he was thought to have intraperitoneal haemorrhage. The abdomen was explored and no ruptured viscus or bleeding point was found. Patient was transfused with 300 c.c. of blood.
When seen by me next morning he was semi-comatose; pulse 156, respirations 45. There was marked cyanosis with suffusion of face and neck. Left side of chest prominent; over upper region of left lung percussion-note was hyper-resonant; behind and below the note was impaired; breath sounds absent except over lower part of lung in front,.where they were metallic in quality. Heart displaced to right anterior axillary line.
The diagnosis of a left hmmopneumothorax was made. A trocar and cannulh were inserted into the thorax at the level of the eighth intercostal space, and connected to a manometer; the intrapleural pressure was found to be + 15 + 20. The cannula was then attached to a White's suction apparatus, thirty ounces of blood and an unknown volume of air were thus aspirated over the course of the next thirty-six hours, the child's condition steadily improving the whole time. At the end of the thirty-six hours the cannula was removed, leaving a residual haBmopneumothorax, which gradually absorbed in the course of a few days.
Skiagram shows a complete left pneumothorax with a fluid level, a left pleural hernia projecting to the right side of the mediastinum. The heart is displaced to the right.
Dr. MORLOCK said that the interest of this case was in its treatment. From the history and physical signs, there was no doubt as to the diagnosis. It was obvious that the pressure pneumothorax had to be relieved; in doing this there was the danger that the child might have bled severely into the pleural cavity, but it was decided that this risk must be taken, and that, if necessary, a blood transfusion would have to be resorted to, to combat the hEemorrhage. As events proved, suction drainage did not induce increased serious bleeding.
Once the suction drainage had been established, how was one to ascertain when it was safe to discontinue it? The intrapleural pressure was taken, at hourly intervals, the drainage being temporarily discontinued. When the intrapleural pressure remained constant for three hours it was decided to withdraw the cannula from the chest, and so stop the drainage. The child was carefully watched during the next twelve hours for signs of returning pressure pneumothorax. Skiagram of chest shows no abnormality. Skiagram after injection of lipiodol shows no bronchiectasis in middle or lower zones. The patient has marked clubbing of the fingers (typical "drum-stick " with curving of nails in longitudinal and transverse directions) and slight clubbing of the toes (as indicated by cyanosis at base of nails). He states that he has had this condition as long as he can remember. His father and one of his brothers, both living in Cyprus, have similar fingers. Two other brothers, four sisters and his mother are unaffected. He does not know whether the children of his married brothers or any other member of his family have a similar condition.
Skiagrams of hands, wrists, toes and ankles show no definite'abnormality of the bone, but a comparison with the films of a pair of normal hands shows that in this patient the distal ends of the terminal phalanges are perhaps a little more splayed out.
The interest of the case lies in the demonstration that clabbing of the fingers may exist without visceral disease. Dr. Parkes Weber [1] in 1919 reported two healthy twin brothers who had clubbing of the fingers and toes, also the case of another man whose fingers and toes were affected and whose father, three brothers and a sister were said to have the same condition. Other similar cases have been mentioned or described by West [21 in 1902 , Von Eiselsberg [3] in 1911 and Ernest Lewy [41 in 1921 I believe that clubbing of the fingers is usually considered as the early stage of what may ultimately become chronic hypertrophic pulmonary osteoarthropathy; as clubbing may occur in toxic conditions other than those associated with the lungs, the word " pulmonary " would appear to be wrongly used.
